been diagnosed on routine examination 3 years earlier and controlled with diet and oral hypoglycaemics (currently gliclazide). There was a strong family history of non-insulindependent diabetes mellitus (father, one brother, one sister, one daughter) and she had never experienced a hyperglycaemic emergency or received insulin. Chronic diabetic complications were bilateral proliferative diabetic retinopathy, sensorimotor and autonomic neuropathy (postural hypotension) and diabetic nephropathy in the stage of microalbuminuria.
On admission her temperature was 39.50C and examination revealed tenderness in hypogastrium and right loin. She had a neutrophilic leucocytosis; blood sugar was 32 mmol/L; and urine showed heavy ketonuria. Arterial blood gas analysis indicated severe metabolic acidosis (Table 1) . Escherichia coli was isolated from blood and urine, the source being pyelonephritis. She was treated with intravenous fluids, insulin, cefotaxime and potassium. After four days the antibiotic was changed to oral and was continued for a total of fourteen days. She was discharged 2 weeks after admission, symptom-free, on subcutaneous Mixtard. COMMENT The terms insulin-dependent and non-insulin-dependent are used to signify whether extraneous insulin is needed to prevent ketosis, coma and death24. In the first, lack of insulin is due to autoimmune destruction of fl-cells of the pancreas; in the second the key factor is thought to be resistance to the peripheral action of insulin. A small amount of insulin is required to prevent ketosis while a much larger amount is required to control hyperglycaemia1. That is the reason why patients with non-insulin-dependent diabetes develop non-ketotic hyperosmolar coma under severe stress whereas insulin-dependent patients get diabetic ketoacidosis. Both our patients had longstanding non-insulin-dependent diabetes, and it was severe systemic illness that precipitated ketoacidosis. How can we account for this? A likely explanation is that their fl-cells were burnt out by the constant stimulus of hyperglycaemia over several decades. In physical stress, free fatty acids increase because of lipolysis secondary to excess counter-regulatory hormones. With relative lack of insulin this can be enough to precipitate diabetic ketoacidosis.
These two patients face the hazard of further diabetic ketoacidosis when they come under physical stress next time perhaps a lesser stress. While there may be a case for resuming sulphonylureas, metformin is certainly a drug to avoid because of the hazard of fatal lactic acidosis. The cases also remind us of the importance of routine examination of urine in patients with diabetes mellitus under physical stress. Detection of ketones in the urine is a cue to arterial blood gas analysis even if diabetic ketoacidosis is not apparent clinically. Preservation of the length of the thumb is essential for function. Wrap-around flaps, pollicization, distraction lengthening, composite free flaps and toe to thumb transfers are all acceptable methods in the restoration of thumb function. Here we report a case in which loss of the soft tissue including the nail and nailbed of the distal phalanx of the thumb, but with preservation of bone and flexor pollicis longus tendon, provided a difficult reconstructive challenge.
CASE HISTORY
A woman age 54 had a right thumb pulp abscess treated by incision and drainage at another hospital. Material sent for microbiological examination grew haemolytic streptococcus and she was started on erythromycin, being allergic to penicillin; treatment was later changed to teicoplanin. On admission to our unit after 14 days she was treated with Because her pulp was necrotic, she underwent thorough debridement under general anaesthesia, after which she had daily change of dressings. The phalanges were intact as were all the tendinous insertions (Figure 1) . A week later, after thorough discussion with the patient and her spouse, a free toe-to-thumb wrap-around was performed. In the hand, the radial artery and the radial vein (a tributary of the cephalic vein) were identified in the anatomical snuffbox. In the thumb, the radial digital artery and the digital nerves were identified and dissected. In the hallux the dorsalis pedis artery, the first plantar artery (from the posterior tibial artery), the toe vein (a tributary of the saphenous vein) and the digital nerves were identified and the soft tissues, including the nail and nailbed of the distal phalanx, were harvested via a curved dorsal incision. The bone was shortened and the toe was closed primarily. For the thumb reconstruction the dorsalis pedis artery was anastomosed to the radial artery, end to side, and the toe vein was anastomosed to the radial vein, end to end. A neurorrhaphy was performed between the digital nerves. Although no technical difficulties were encountered, the first arterial anastomosis proved not to be patent; therefore a further anastomosis was performed between the first plantar artery At five months' follow-up there is no foot morbidity, even though she is a keen sportswoman, and she has obtained a functional pincer grip. She has early signs of nerve regeneration, tolerance to cold is normal, and the cosmetic result in both hand ( Figure 2 ) and foot is very acceptable.
COMMENT
Thumb reconstruction was first performed in 1897 by Nicoladonil, who used a tubed pedicle flap to cover the exposed bone of a degloved thumb. It was not until 1969 that an entire toe was transferred by Cobbett2, who used the plantar digital arteries as the main arterial supply. Three years later Buncke3 modified this method by making use of the metatarsal artery, which has a greater calibre. In 1980 Morrison4 introduced the 'wrap-around' concept, by taking 36 1.wl. predominantly soft tissue from the hallux with a small sliver of subungual bone to aid stability, and using an iliac crest bone graft to reconstruct a missing phalanx. Upton5 further modified whole thumb reconstruction by using part of the distal phalanx of the hallux and reducing the width of the toe nail by one-third. In 1990 Morrison6 refined the technique he had first described 10 years previously, by using the wrap-around, taking no bone and reducing the width of the thumbnail by excising both lateral margins of the germinal matrix from within to leave the paronychial folds intact.
Our patient required a nail, nailbed, sensate pulp and soft tissue to cover the intact but exposed tendinous and bony elements, and thus a wrap-around was the ideal choice. No preoperative angiogram was performed, the patient being judged clinically to have adequate pulses. Support for this course of action is provided by the work of Isenberg7, who has shown that a thorough preoperative and intraoperative clinical evaluation of the relevant arteries can abolish the requirement for a preoperative angiogram.
In reconstruction of thumb soft tissue loss, the wraparound offers a means to restore function as well as appearance and we recommend harvesting of the plantar artery, in addition to the metatarsal, whenever possible. Modern treatment of acute leukaemia can lead to long-term survival and cure, but part of the price paid is late development of complications due to chemotherapy and radiotherapy. One of these is hypopituitarism.
Hypopituitarism after adult acute lymphoblastic leukaemia
Littley and co-workers1'2 state that, in children who have received prophylactic cranial irradiation for acute lymphoblastic leukaemia, the main effect is on growth hormone secretion. In adults the effects of external radiotherapy on pituitary function have been less clearly documented. Here we report the case of a middle-aged man in whom hypopituitarism developed after successful treatment of acute lymphoblastic leukaemia.
CASE HISTORY
A man aged 53 was admitted in January 1986 with a 5week history of left-sided chest and abdominal pain, difficulty in breathing and weight loss. Acute lymphoblastic leukaemia was diagnosed, and blast cells were present in the cerebrospinal fluid. He was entered in the Medical Research Council trial MRC UK ALL XA and initially received intravenous vincristine and daunorubicin, intramuscular asparaginase, oral prednisolone and intrathecal methotrexate 12.5mg weekly for 6 weeks. Bone marrow a month later was cellular and the leukaemia was in remission. In March 1986 he received craniospinal radiotherapy-24 Gy MPD in 10 fractions daily on an 8 MEV linear accelerator. Complications of treatment included steroid-related diabetes mellitus and a pseudomonas ear infection. Chemotherapy was finished in February 1988, when bone marrow examination indicated that he was still in remission.
In September 1986 he fell and fractured the neck of his left femur. Internal fixation was required and the postoperative course was complicated by pulmonary embolism for which he was anticoagulated. According to the MRC trial protocol, he had been receiving prednisolone 90mg daily for 5 days every four weeks. Histology of the bone fragment from fracture site showed thin trabeculae and poor cellularity of the marrow.
